If that be true, then these late cases must be due to something else, either associated with the gonococcus, or independent of it.
I have to thank Sir Anderson Critchett for his suggestions with regard to leeches. He spoke of them as an old-fashioned remedy, but I find leeches extremely useful; the difficulty consists in obtaining them. What I have also found extremely useful is the hot-coil: dry heat passed through a pad by means of a weak electric current; the heat is maintained at a uniform level, and the pad can be kept on continuously for twenty-four hours, or several days. It greatly relieves the pain of iritis.
Mr. ERNEST CLARKE.
I should like to make one remark in support of what Dr. Lyon Smith said. Captain Ormond said he did not believe that errors of refraction could be a cause of iritis. You cannot say that a badly-fitting boot is a cause of gout, but the imperfect boot ensures in the metatarsal joint of the big toe the manifestation of the gout which is already in the system. It is in that way I believe eye-strain operates in the onset of iritis. There may be many factors tending to cause iritis; but eye-strain may be the determining cause of the site being the iris. For the last twenty-five years I have been very careful to estimate the refraction of my patients with iritis when the attack has subsided, and I could bring you notes of many cases of recurrent iritis which have benefited enormously by the use of proper glasses: in the majority of those cases recurrence has been absolutely stopped. Some of the patients were going to submit to an iridectomy to stop attacks, but I have persuaded them to try glasses first. I do not say this to discountenance iridectomy, because that may, after all, be necessary, but to emphasize the importance of remembering the factor of eye-strain.
From the pathological point of view there are two important questions which need consideration. First, whv should patients suffering with systemic infections develop iritis ? Secondly, is such an iritis microbic or toxic in nature ?
With regard to the second of these, I cannot recollect any instance in which the mere presence of a toxin was responsible for a local out-pouring of an inflammatory exudate. An inflamed iris becomes discoloured for two reasons: first there is the increased vascularity attendant upon any inflammatory process, and secondly there is the presence of a more or less abundant exudate. I cannot at the moment think of any condition in which the mere presence of a poison is sufficient to determine the local exudationi of an inflammatory fluid. So I strongly support the view that in iritis we have an actual microbic infection, and, moreover, we have an embolic process at work. That is to say, organisms entering the circulation from some quarter are carried by the blood-stream and are entangled as minute emboli in the iris.
We are now brought back to the first question, why should the iris be one of the spots picked out by these organisms ? I think two reasons have been put forward. One is, that at the junction of the iris and ciliary body there is a change from a highly vascularized tissue to one relatively poorly vascularized, with the result that there is a diminution in available oxygen, and in consequence a diminished resistance to invading organisms. I do not know whether ophthalmologists can cite cases in which iritis has commenced at the junction of the, iris and ciliary body, if so they would favour this view.
But I think the second view which has been put forward is well worthy of consideration. It is that the iris is vascularized by what to all intents and purposes is a terminal artery. We have the branches of the anterior and posterior ciliary arteries converging towards the pupil and forming an anastomotic circle. From this circle still smaller vessels are given off, which eventually form a network around the pupil. With such an anatomical fact in view, iritis, I think, becomes comparable to that condition which we sometimes see in young children who have received an injury to the lower end of the femur. I refer, of course, to that alarming series of events which we speak of as acute osteomyelitis or acute necrosis of bone. The main artery of supply to the femur after entering the nutrient canal divides into two branches, which make their way to the opposite ends.of the bone, where they break up into a brushwork of minute vessels. When, after an injury, minute emboli of organisms, derived from some distant focus of infection, become impacted within this brushwork of vessels, acute osteomyelitis results. I take it very much the same thing happens where iritis supervenes upon a systemic infection.
The President, in his opening address, did not mention anything about quiet iritis. I refer to those cases in which the disease is not Paton: The ,itiology and Treatment of Iritis infrequently overlooked because the patient is not aware of any redness or acute pain in the eye, but he gradually becomes conscious of failing vision, and so sees an ophthalmologist. On dilatation of the pupil it is perhaps found that synechiae are present. I have wondered whether there is some very low form of infection in these cases, and whether the President has had experience of such cases in which he could demonstrate some low form of infection, perhaps less acute than in cases of iritis of ordinary severity. I have seen two cases of gradual optic atrophy for which I made vaccines; I do not know whether this has any bearing on the subject. The patients were suffering from advanced pyorrhoea, and there was unilateral optic atrophy in each case. The ophthalmic surgeon thought the gradual optic atrophy was due to the condition of the mouth. The teeth were extracted, and I made a vaccine from cultures taken from the roots of the teeth. In both cases the surgeon was able to report that the process had subsided, and although the sight was not improved, the process was no longer advancing. I wondered whether something of the sort might apply to cases of quiet iritis, whether there might be a fairly chronic infection of low intensity as a cause in such cases.
After what we have heard to-night there can be little doubt that the majority of cases of iritis owe their origin to the presence of some focus of infection in the body. This has been impressed upon clinicians by continued observation, and further, when the focus of infection is removed the eye improves. And it may be added that further evidence is forthcoming from animal inoculations. One observer inoculated twenty-two rabbits with Bacillus pyocyaneus intravenously, and afterwards irritated the cornea. In five he produced definite iritis, from which he was able to recover the infecting organism. Similar experiments have been carried out with streptococci.
Mr. LESLIE PATON.
We owe to our President the recognition of pyorrhaea as a very potent source of iritis. Possibly it is in his honour that speakers to-night have laid a disproportionate stress on it as the most important cause. At the risk of increasing that disproportion, I will speak of a case in which a fairly direct connexion could be proved between a toothabscess and an attack of iritis. It was a case of very deep-seated keratitis profunda at first, associated later with considerable iritis.
